The majority of patients presenting with spontaneous pneumoperitoneum (SP) undergo emergency surgery. It is virtually a conditioned reflex for surgeons, when presented with radiological evidence of free subdiaphragmatic air to proceed to a laparotomy. Laparotomy obstructive airways disease, pneumatosis cystoides intestinalis, jejunal diverticulosis and emphysematous cholecystitis have all been described in association with SP.7 '8 In females the natural communication between the fallopian tubes and the peritoneal cavity may predispose to this clinical entity following gynaecological manipulation, pelvic sepsis with gas-forming organisms, post partum exercises or orogenital sexual activity.9' 10 The condition has also been described following dental extractions and adenotonsillectomy, where no obvious explanation is apparent."' 12 latrogenic pneumoperitoneum is usually asymptomatic and frequently follows laparotomy. It may be detectable in thin people for up to three weeks following surgery but usually it resolves within 10 days.'3 It may occur after complicated endoscopic procedures and is used routinely in minimal access surgery. It is occasionally employed to distend the abdominal cavity prophylactically prior to repair of large incisional herniae so as to avoid respiratory embarrassment in the postoperative period. Occasionally, as in this case, the diagnosis is never established and one may only speculate as to the underlying aetiology. 14 15 A consistent finding of non-surgical pneumoperitoneum is the massive amount of free intraperitoneal gas and the paradoxical absence of other abdominal signs. In the absence ofperitonism or other overt clinical signs, careful observation, regular abdominal examination combined with peritoneal lavage and water soluble contrast studies of the gastrointestinal tract will reduce the incidence of negative laparotomy. Furthermore, a subgroup of patients with other remediable diseases may be identified who require specific investigations and therapeutic strategies.
